IN the medial portion of the temporal lobe lies the inferior, or temporal, horn. It roughly follows the curve of the hippocampus and ends about 2-5 cm. from the tip of the lobe. The anterior part of the horn is directed medially. The floor of the horn is mainly formed by the hippocampus and laterally by the collateral eminence. A small part of the roof is formed by the tail of the caudate nucleus. In its neighbourhood is the optic radiation.
based on a general dislocation and deformity of the ventricular system and not on a thorough analysis of the shape of the temporal horn, with the result that in many cases we can only suspect the presence of a tumour. The exact pre-operative localization of a tumour which is so essential is not possible without a thorough examination of the temporal horn. Again, there may be large tumours in the middle cerebral fossa with no general dislocation of the ventricular system at all, only with a deformity of the temporal horn. Most tumours above the tentorium can produce a deformity of the temporal horn and a study of the shape of the horn makes a differentiation of the main deformities possible. The half-schematic drawings in figs. 2-5 illustrate this. Generally, the tumour is localized on the basis of the more obvious changes of the ventricular system. In some cases, the shape of the temporal horn gives valuable supplementary information, but for an exact localization of a tumour in the middle cerebral fossa, the shape of the temporal horn is of decisive importance.
Tumours in the middle cerebral fossa may be divided into tumours from the floor, from the sphenoidal ridge and from the brain itself-the temporal lobe. The material forming the basis for this study consists of 104 cases. Of these 9 are basilar tumours, 6 meningiomas and 3 neurinomas. In the last 3 cases there was no dislocation ofthe septum pellucidum, or any general deformity of the ventricular system. The temporal horn in all these cases was dislocated upwards. In the neurinomas there was a concavity directed downwards and medially ( fig. 6 ) while in the meningiomas the horn was directed more straight downwards. If a _ glioma is situated in the temporal lobe, entirely below the horn, it is possible to differentiate from an extracerebral tumour only if the FIG. 6.-Neurinoma from the gasserian ganglion.
glioma has caused considerable irregularities of the floor of the horn.
Tumours from the sphenoidal ridge are usually divided into three types: the clinoidal or deep type, tumours from the middle part and those from the lateral part and pterion. From the radiological standpoint, the pterion type is not uniform, as it is possible to distinguish between different types of deformities depending on how much of the tumour is situated in the middle cerebral fossa and how much above the sphenoidal ridge. The largest group consists of the type where most of the tumour lies in the middlecerebral fossa-in this material 22 out of 30 cases. It is characterized by a displacement medially of the anterior part of the temporal horn FIG. 7.-Meningioma from pterion (lower type). with compression of the lateral cleft ( fig. 7 ). The other type (8 cases) has only a straightening out of the knee (fig. 8 ). The tumours which grow "en plaque" produce hyperostosis. The only deformity is a compression of the temporal horn from the front. The knee is more clearly distinguished than normally. The deep type are tumours from the medial part of the lesser sphenoidal wing and the anterior clinoid process. Out of 6 such cases, 1 has been localized entirely to the middle cerebral fossa. In this case the temporal horn has been pushed backwards and on the half-axial view there is a filling defect in the medial part of the spoon (fig. 9 ). In the other cases, the tumours extended into the anterior fossa, thereby causing the same deformity of the anterior horn as by subfrontal tumours and, besides, a straightening out of the knee of the temporal horn.
The tumours in the temporal lobe, gliomas, cause the most varying deformities of the horn, depending on their position in the lobe. In this material, we have 3 cases with no dislocation of the septum. No changes would have been established to allow a tumour diagnosis had the temporal horn not been examined. If a glioma is situated in the same place as is described for meningiomas, the pictures may be alike. In some cases it is therefore impossible to distinguish a meningioma from a glioma radiologically and we must content ourselves with localizing the tumour only. Generally speaking, all deformities which do not agree with those described, may be assumed to be caused by gliomas. In this material there are 42 gliomas. We could make the diagnosis ofglioma in 23 cases. In 2 cases it was impossible to fill the horn and in 17 cases we could not state what kind of tumour had caused the changes.
Four cases of cholesteatomas have quite a characteristic appearance. The gas is lying distributed in larger or smaller irregular spots (fig. 10 ). During the last 14 years, we have had 4 cases where we could find no sign of a tumour in the temporal lobe by pneumographic examination, but where a tumour was revealed by arteriography or by calcification visible on the plain films. On the other hand, we have 2 cases where pneumography gave us the diagnosis but where the angiog'raphy failed.
It is not yet possible to decide which method is the more reliable, but it seems to me that the answer is that one method may be used as a complement to the other.
Even the most thorough analysis of the anatomical details may sometimes fail. The more spreading a lesion is, the easier it is to observe; the more infiltrative, the harder to recognize. When tumours have reached such a size that they produce clinical symptoms, they are as a rule big enough to be discovered at a closer radiological examination. To get the best results, however, a pneumographic examination must be performed by an experienced radiologist.
We radiologists have, as it were, the opportunity of cutting sections in vivo. We must, however, extract the right sections. Just as pathologists will fail to arrive at the truth at autopsy, if they cut too few sections-or the incorrect sections-so will the radiologist fail by taking short cuts in his examination or, worse still, by relying only on the standard projections of a technician. When making use of X-rays, the radiologist has to choose appropriate projections for presenting the various anatomical details in each case, and this must be dependent upon the kind of deformities and the shape of the skull. If a lesion has not been brought out at the examination, an interpretation of the picture later will not succeed in exposing it, however thorough the study may be.
